defined microscopic criteria. Three histological types were recognized: pure signet-ring cell carcinoma (three cases); tumour of mixed pattern (41 cases); and an easily recognized, well differentiated type (six cases). This last group pursued an indolent course and had a mean survival time of nine years compared with mean survival times in the other two groups of five and 18 months respectively.
Carcinoma of the stomach arises from mucussecreting cells of normal gastric mucosa or from areas of intestinal metaplasia (Morson and Dawson, 1972) . Many tumours secrete mucus, which may be intracellular (the so-called 'signet-ring' appearance) or extracellular in which the tumour cells are suspended in abundant pools of mucus. Such growths are often bulky (see fig 1) and may present a semitranslucent, glistening appearance when cut across, which has been variously termed mucoid, colloid, mucinous, or gelatinous, and indiscriminate usage by different authors has led to some confusion. Morson and Dawson (1972) use the term 'well differentiated colloid carcinoma' to denote that type of growth with predominantly extracellular mucin, and 'poorly differentiated' for the signet-ring variety. Fisher and Hoerr (1954) apply 'mucinous' to the former type and 'colloid' to the latter. Stout (1953) The criterion for inclusion in the mucoid group was that 50% or more of the bulk of the tumour represented in the sections was epithelial mucus, either intracellular or extracellular. This arbitrary criterion was chosen because it was felt that, while some tumours which might be called 'mucoid' would be excluded, all those which conformed to this standard would be worthy of the title 'mucoid' whatever criteria were adopted. Three categories were recognized:
1 Pure signet ring type, in which the mucus is wholly intracellular displacing the nucleus to one side of the cell (fig 2) . 2 A pure 'well differentiated' mucoid carcinoma in which the whole of the primary and its metastases consist of lakes of extracellular mucus in which the tumour cells float singly or in groups (fig 3) . Individual cells may be bloated with mucus in the general form of a signet-ring cell but they tend to be larger than those of (1) and often appear degenerate, with ill defined cell and nuclear membranes and pyknotic nuclei (fig 4) . Epithelial structures may be formed consisting of tubules or ribbons of very well differentiated cells (fig 5) , each structure or group of structures separated from other tumour cells by the extracellular mucus. The groups of tubular formations are never large. The advancing edge of the tumour is rounded or 'pushing' as described by Monafo, Krause, and Medina (1962) and consists of mucus often containing very few tumour cells (fig 6) . types. A few tumours in this group conform in large part to the pattern of (2) (well differentiated mucoid carcinoma) but include a focus, either in the primary or in a lymph node metastasis, which is more cellular and contains little or no mucus (fig 7) .
The stromal reaction was also noted (Inokuchi, Inotsuka, Furusawa, Soejima, and Ikeda, 1967) . The extent and spread of each tumour at the time of operation was taken into account and correlated with the survival time of the patient. In calculating mean survival times patients dying within three months of operation were excluded, as in most cases early death is a result of surgical complications rather than the disease (Hawley, Westerholm, and Morson, 1970 fig 1) and he underwent a partial gastrectomy on 17 August 1939. Histology showed a well differentiated mucoid carcinoma which had penetrated the muscle coats but did not involve local lymph nodes. He remained well until November 1948 when he was found to have a recurrence of the tumour. This was resected but he died of septicaemia one week later. At necropsy there was tumour in abdominal lymph nodes only.
Case 2 Mr F.L. presented, aged 70, with eight months' history of diarrhoea and occasional vomiting. He was found to have a gastric carcinoma and a Billroth I gastrectomy was performed on 24 June 1952. The tumour was in the pyloric antrum and proved to be a well differentiated mucoid carcinoma involving local lymph nodes. He remained well and clinically free from recurrence until his death from pneumonia in his eightieth year. A necropsy was not performed.
Case 3 Mr G.V. presented at the age of 76 with a four-month history of epigastric discomfort. At a Billroth I gastrectomy on 27 October 1973 a mucoid tumour was found in the pyloric antrum (fig 6) . Lymph nodes were not examined but the sections showed tumour extending to the cut end of the duodenum. In spite of this incomplete excision he remained well for over eight years, dying at the age of 84 from bronchopneumonia. At pylorus was resected by a Billroth I gastrectomy at another hospital. The tumour was confined within the muscle coats and local lymph nodes were not invaded. He continued to be followed and in 1965 the gastrectomy was revised because of a postgastrectomy syndrome. Biopsies were taken and there was no evidence of recurrent tumour. He was last seen in 1968 ten years after resection of the carcinoma and was well. He has since been lost to follow up.
Case 6 Mr E.C., aged 58, presented with a four months' history of vomiting and retrosternal pain and more recently the onset of dysphagia. A barium meal showed a mass at the lower end of the oesophagus extending into the stomach. A partial gastrectomy and oesophagectomy was performed on 22 November 1968 but a few months later his symptoms recurred. He was found to have a stricture at the oesophago-gastric anastomosis and this was dilated on several occasions but no biopsies were taken. He remained reasonably well until three years later when he began to lose weight and his condition slowly deteriorated until he died from carcinomatosis three years and six months after resection. There was no necropsy.
Discussion
It is widely reported that mucoid carcinoma of the stomach has a poor prognosis (Hoerr, Hazard, and Bailey, 1966; Morson and Dawson, 1972) and that the microscopic appearances are of little value in assisting prognosis (Brookes, Waterhouse, and Powell, 1965; Morson and Dawson, 1972) . In this series, however, we have defined a small but easily recognizable group of well differentiated mucoid carcinomas which pursue an indolent course. Willis (1967) records a case of a 'bulky gelatinous adenocarcinoma' of the pylorus in a man aged 65, who lived for seven and a half years after a laparotomy at which the tumour was considered inoperable, but he does not specifically link the microscopic appearances with the long survival.
It is important to note that these well differentiated mucoid tumours constitute only 1 % of resected carcinomas and 12% of mucoid carcinomas. The pathologist must be careful not to include tumours with a mixed histological pattern, for in our series we encountered three cases in which most of the tumour was of well differentiated mucoid pattern but in which there was a small area, either in the primary or in one of the lymph nodes, which was more cellular, contained less mucus, and showed a Indolent mucoid carcinoma ofstomach more diffuse type of infiltration (fig 7) . In practice only a few histological tissue blocks are necessary to reveal this type of mixed pattern. In this series the maximum number of blocks taken was six. However, without a prospective study it is impossible to make specific recommendations on the point, and we can only say that with our material it was remarkably easy to recognize the indolent, well differentiated mucoid carcinoma.
